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A MONG the acute abdominal conditions demanding immediate 
surgical interference, haemorrhage, from one cause or 
another, takes perhaps the most important place. Whether 
the bleeding is due to faulty gestation or to some other cause, 
the only possibility of cure in many instances lies in immediately 
opening the abdomen and in removing the cause of the haemor¬ 
rhage. This field is not one limited to the gynaecologist; the 
emergency must frequently be met by the general surgeon, 
and at times by the general practitioner, for though this condition 
is not always rapidly fatal, yet the delay of an hour may place 
the patient beyond the hope of cure. 

Intraperitoneal haemorrhages are not limited to the female, 
but in the great majority of cases the cause is to be found in the 
pelvic organs of this sex, though it does not follow, even if the 
source is in the tubes or uterus, that the cause is a faulty preg¬ 
nancy. In some instances the thin-walled vessels about the 
ovaries or the tubes give way under diseased conditions, and the 
phenomena of pelvic haemorrhage ensue. For all practical con¬ 
siderations it makes no difference whether this haemorrhage starts 
in an ectopic gestation or whether it comes from some other 
pathological cause. A haematosalpinx that is not associated with 
pregnancy may give rise to as rapid and as fatal symptoms as a 
ruptured extra-uterine foetal sac. 

Intraperitoneal haemorrhage, in most instances, is slow in 
its progress; in some cases, however, the course is fulminating 
and rapidly fatal. Twice in my own experience an hour has 
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been long enough to place the patient in a hopeless collapse. In 
one case I saw, for the first time, at one o’clock, a woman in 
whom there was no suspicion of haemorrhage or any other acute 
condition; at two o’clock she was pulseless. She lived during 
the afternoon and night, but at no time was her condition good 
enough to justify interference. In other cases the progress of 
the haemorrhage has been slow, and I have had sufficient time 
not only to study the case but to apply the surgical remedy. 
At times the haemorrhage is distinctly localized, is subperitoneal, 
and may appear as a small semifluctuating mass in the recto¬ 
uterine cul-de-sac. In other cases it is more rapid, but ceases 
with the formation of a tumor that may be seen or felt above the 
pubes. Sometimes there are multiple haemorrhages by which 
successive tumors are formed in different parts of the pelvis. My 
first operation in a case of this kind was upon an haematocele in 
the centre of the pelvis, continuous with the fundus. Before the 
patient was fully convalescent another tumor appeared in the left 
uterine horn. Later an extravasation took place in the right 
broad ligament. These successive haemorrhages, several weeks 
apart, resembled each other very much. The diagnosis was 
never positively made, and it is quite likely that in this case (No. 
XI), which will be given in detail, there was some other cause 
than a faulty gestation. 

In several of the cases there was a history of previous 
attacks of pain, presumably due to small ruptures which later 
closed spontaneously. 

The mortality in cases of pelvic haemorrhage depends first 
upon the amount of blood lost, and, secondly, upon the profundity 
of the shock. Death due to loss of blood alone is, in my expe¬ 
rience, extremely rare. For some reason the extravasations 
from a ruptured foetal sac are attended by a shock which is out 
of all proportion to the amount of blood lost. In such instances 
the patient suffers not only from the loss of blood, but also from 
the extensive wounding of the peritoneum, the so-called perito¬ 
neal shock. In these cases there are not only the signs of 
haemorrhage, but also those of great systemic depression. In 
fatal cases of this kind death takes place in the course of a few 
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hours. In two that I have seen, the patients have been so 
nearly dead that I thought the only chance of their recovery lay 
in the administration of stimulants and intravenous injections 
until they could stand the brief manipulations for controlling 
further extravasation. Death followed in both cases. In a 
third, which was also fatal, I determined to operate even in the 
face of impending death. In this case the same fatal termination 
occurred, though not until reaction and general peritonitis had 
had time to be developed. It is a question, therefore, in con¬ 
sidering the mortality of these conditions, whether it is not better 
to leave the patient alone when in extreme collapse than to take 
away, by even the slight additional shock of operation, the little 
remaining chance she may have. 

Death impending, shall we operate or not? This question, 
like similar ones in appendicitis and general peritonitis from other 
causes, tests the judgment of the operator most thoroughly, and 
calls for wide experience and knowledge of the highest order. 
In three instances of collapse from haemorrhage, due undoubtedly 
to the rupture of an.ectopic sac, this question arose. In the 
first case there were extreme pallor, restlessness, and dyspnoea, 
with a rapid and almost imperceptible pulse. Death took place 
while we were preparing to infuse salt solution. In the second 
case the patient became collapsed in a few minutes after the rup¬ 
ture of the sac. The pulse was so rapid and so faint that no 
operation was seriously considered. It is quite obvious that 
under such conditions the slightest surgical manipulation will be 
fatal; yet after the patient’s death I have at times felt some regret 
that I had not attempted a rapid abdominal section, on the ground 
that she could not have more than died, and that she might pos¬ 
sibly have been saved. This reasoning, upon which regrets 
worse than vain are often based, is not only fallacious, but dis¬ 
tinctly provocative, in the total, of harm; for from it spring the 
numerous hopeless operations for all sorts of incurable conditions 
which bring odium upon surgery and reproach, perhaps deserved, 
upon the surgeon. Calm retrospect shows, I maintain, that the 
reasoning in these cases was good, and that the treatment adopted 
gave the patients their only chance. The only possibility of 
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cure was to wait until they should rally enough under stimulation 
to permit a rapid exploration. In the third case the patient’s 
condition was not quite so plainly hopeless. By an operation 
not occupying more than fifteen minutes the foetal sac was 
removed and the abdomen cleared of blood. The patient did 
not die of shock, but lived long enough to develop a fatal peri¬ 
tonitis. In this case, I think, we took the only reasonable course, 
and one which I have never regretted. 

In some respects the initial symptoms of extra-uterine 
haemorrhage resemble the symptoms of perforation of the vermi¬ 
form appendix, and as regards the prognosis after interference 
the two cases are not dissimilar. The condition of extreme shock 
and collapse caused by a rapid faecal extravasation through a per¬ 
forated appendix is not unlike that seen in some cases of ruptured 
ectopic pregnancies. Leaving out the pallor of hemorrhage, 
the two cases are almost precisely alike. Not only are they simi¬ 
lar in the suddenness of their onset and, in severe cases, in the 
rapid march to a fatal termination, but they resemble each other 
in the brilliancy of the results after early surgical interference. In 
looking over a very large number of cases of appendicitis I find 
that my mortality after operation diminishes with the time between 
the attack and the operation,—that is to say, the earlier the oper¬ 
ation, the larger the percentage of recoveries. The same thing 
is true in the treatment of extra-uterine haemorrhages. At the 
Massachusetts General Hospital in 1893, there were twelve oper¬ 
ations for extra-uterine pregnancy with twelve recoveries. The 
only fatal case after operation, in my own experience, was one in 
which the haemorrhage had been going on so long (from ten to 
fourteen days) that a fatal termination was almost unavoidable. 
In two other fatal cases, already mentioned, no attempt was made 
to interfere, the patients being moribund at the time of the first 
visit. But in the cases of slowly progressing haemorrhage early 
interference is almost surely successful. 

Diagnosis .—The importance of an early diagnosis is extreme, 
for if within an hour, or in the very beginning of an haemorrhagic 
extravasation, we open the abdomen, not only may theextravasated 
blood be removed with great facility, but the sac can be isolated 
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and tied off as easily as an ovary. This I have seen exemplified 
many times. If, on the other hand, we do not interfere until we 
are obliged to do so, we work at a great disadvantage, because the 
pelvic cavity is filled with blood, the peritoneum is infiltrated, and 
it is often impossible to isolate the sac. 

The most important symptom in the diagnosis of extra- 
uterine haemorrhage is pain. This is sharp, and is quickly fol¬ 
lowed by faintness. The latter symptom, with its accompanying 
pallor and feeble pulse, is not due entirely to the loss of blood, 
but depends to some extent upon peritoneal shock, the degree of 
which is not at all in proportion to the extent of the haemorrhage. 
In some cases the amount of blood found in the abdominal cavity 
is trivial, and yet the patients have shown the signs of a most 
marked and extensive haemorrhage. 

Careful inquiry into other signs of pregnancy should be 
made, if time permits, in deciding upon the diagnosis. In some 
instances there will be a definite history ; in others, none. While 
the existence of the ordinary signs of pregnancy confirms the 
diagnosis, their absence does not eliminate the possibility of this 
condition, for, in some cases, conception takes place, and the 
foetal sac is ruptured before the time has arrived for another men¬ 
struation. I have operated in at least one instance before there 
was time for a second menstrual flow. (See Case II.) In other 
cases the early signs of pregnancy have been present. A very 
important symptom is the condition of the breast. Large and 
tender breasts with discolored areolae confirm the diagnosis. In 
short, any of the ordinary symptoms of pregnancy which accom¬ 
pany or precede an attack of sudden pain in the abdomen, with 
or without a tumor, with or without faintness or peritoneal shock, 
should suggest the possibility of a serious pelvic condition, and 
should justify at least the most careful ^watching, the surgeon 
being ready at any moment to interfere. 

In addition to the subjective symptoms, there are certain 
objective signs which are of great importance. If the hemor¬ 
rhage is extensive and free, we shall find a mass in the pouch of 
Douglas; in extreme cases the liquid pare of the blood will have 
spread itself among the intestines enough to cause dulness in the 



7io 


MAURICE H. RICHARDSON. 


flanks. In cases of circumscribed haemorrhage a tumor will be 
found in some part of the pelvic region. This haematoma may be 
in the posterior cul-de-sac, at the right or the left horn of the 
uterus, or in its fundus ; it may appear above the pubes, or it may 
be deep down in the pelvis and difficult of access. If the oppor¬ 
tunity is given for frequent examination, the tumor can be ob¬ 
served at times to increase rapidly in size. In such cases the mass 
consists of clotted blood, and seems to be covered by peritoneum. 
With the exception, perhaps, of some bloody serum in the abdom¬ 
inal cavity, there will be no distinct haemorrhagic extravasation. 
I have observed this fact several times. The tumor is usually 
somewhat tender, but not fluctuating. It has the boggy sensation 
to the touch which we get in certain forms of ovarian tumor with 
thick colloid contents. In very few instances have I ever been 
able to detect fluctuation. 

In three instances I have been called to patients in whom 
the presence of fibroids has led to the diagnosis of extra-uterine 
pregnancy. The early discovery of an asymmetrical uterus, with 
a clear history of pregnancy, led to this mistake in which I fully 
shared in one case. Pain and other pelvic disturbances associated 
with a tumor near the uterus in a pregnant woman should certainly 
create suspicion. Often, indeed, it will be found impossible to 
eliminate an ectopic gestation until prolonged observation has 
shown that it is the uterus and not the tumor that is enlarging- 
In this condition, as in suspected extra-uterine pregnancy, the 
passage of the sound is clearly unjustifiable, for in case of error 
a miscarriage may result. In one case of pregnancy complicated 
by fibroid, a physician had introduced a sound to the fundus. In 
spite of this fact, I adhered to the opinion that the pregnancy 
was probably normal. The birth of a healthy child at term 
proved the correctness'of that diagnosis. While it is impossible, 
therefore, at times to say beyond question that there is or is not 
an ectopic pregnancy, the suspicion of this condition is enough 
to demand most careful observation and preparation. After two 
or three months the diagnosis will be established beyond question 
by the characteristic appearance of the enlarged uterus upon 
which the now comparatively small fibroids can be felt as smooth, 
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liard, and usually sessile growths. The physical appearances are 
not unlike those seen in ovarian tumors, in which a small, hard 
tumor rests upon a single large cyst. 

In two instances the diagnosis of extra-uterine pregnancy 
had been made by well-known gynaecologists. In each prepara¬ 
tions for abdominal section were made, and in both an ordinary 
miscarriage was found to be in progress. In one of these cases 
the physician was confident that the foetus lay in the left tube so 
near the uterus that the sac by enlargement finally became intra¬ 
uterine,—a very reasonable explanation. 

When, therefore, we are called to a woman who, with or 
without a history of previous attacks, has been seized with sudden 
pain in the pelvic region; if we find a rapid pulse, a pale face, 
and other symptoms of general shock; if the abdomen is dis¬ 
tended and tender; if the flanks are dull, with fluid in the posterior 
cul-de-sac, or if we have a slowly-growing and tender tumor, 
whether or not a history of pregnancy accompanies these symp¬ 
toms, we can be quite sure that we have a case of ruptured 
blood-vessel in an extra-uterine gestation, in the Fallopian tube, 
or in the broad ligament. 

Treatment .—The surgical treatment of extra-uterine preg¬ 
nancy depends upon the nature of the case. In free abdominal 
haemorrhage there is but one course to follow. This is early 
exploration and removal of the sac with as much free blood as 
possible from the abdominal cavity. In those cases of localized 
haemorrhage in which a distinct tumor can be felt, a question 
may arise whether to remove the tumor completely, or whether 
to drain it without opening the general cavity of the abdomen. 
In still another class of cases in which the tumor presents itself 
in the posterior cul-de-sac, the question of vaginal drainage pre¬ 
sents itself. 

First, when there is free extravasation into the abdominal 
cavity,—this class comprises the fulminating and fatal cases of 
extra-uterine haemorrhage. As far as I have been able to observe 
from personal experience this class of cases results from early 
rupture of a small foetal sac. I have usually found a small open¬ 
ing in the tumor, from which blood could be seen slowly to 
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escape. The abdominal cavity has contained clots and free blood 
disseminated throughout. I do not mean to say that this form of 
haemorrhage may not take place in advanced extra-uterine feta¬ 
tion, but it has generally been present in the first few weeks of 
the condition. Whether it takes place early in the pregnancy or 
not makes little difference in the necessity for immediate explora¬ 
tion. Haemorrhages confined to the pelvis, in which there is no 
free extravasation into the abdominal cavity, can be studied and 
treated at leisure, unless the haematocele ruptures and the symp¬ 
toms of a general hmmorrhagic extravasation follow. In free 
abdominal haemorrhage the abdomen should be opened as soon 
as the diagnosis has been made. Search should be made at once 
for the bleeding point unless it is obscured by an extensive infil¬ 
tration. In some cases I have found very little infiltration of the 
surrounding tissues. Blood has been found perfectly fluid and 
free in the pelvis and the abdominal cavity. The local infiltration 
has been trivial, so that it has been possible to tie and remove the 
sac without difficulty and without obscurity. On the other hand, 
at times the peritoneum of the broad ligament, the subperitoneal 
tissues, the covering of the sigmoid flexure, and the rectum have 
been thickened and considerably altered by haemorrhagic infiltra¬ 
tion. In such cases it has been almost impossible to find and 
isolate the sac. In some instances I have removed the clots and 
have been able also to find and take out the thickened sac; but 
the prognosis has seemed more serious in such cases on account 
of the difficulty of thoroughly turning out the blood. Unless the 
operation is most thoroughly aseptic in every detail, blood remain¬ 
ing in any considerable amount in the abdominal cavity of a 
patient who is very much reduced makes so good a culture 
medium for micro-organisms that they reproduce themselves too 
rapidly for the enfeebled circulation to take care of them. Not 
that this condition makes the case hopeless : in several instances 
I have had recovery follow even under these unfavorable circum¬ 
stances ; but in one case (the only fatal one after operation) such 
haste was necessary that the abdomen was not prepared with the 
usual thoroughness. A large haematoma was found, which had 
ruptured ; the abdomen was filled with free blood. The haema- 
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toma was broken up and scooped out. The free blood was 
removed as far as possible, yet that which remained was probably 
contaminated at the time of operation, and the patient’s feeble 
condition rendered it impossible for the peritoneum to take care 
of the micro-organisms. She, therefore, died of a general peri¬ 
tonitis in three or four days. 

Secondly, in the treatment of a haematoma in which there is 
no free blood in the abdominal cavity, we have to deal with a 
tumor filling to a certain extent the pelvis. The amount of 
blood lost in the formation'of this haematocele may be enough 
to cause pallor and rapid pulse. On cutting through the abdomi¬ 
nal wall a dark tumor, evidently covered by peritoneum, presents 
itself in the wound. In my earlier operations I fastened this 
tumor by a few stitches to the abdominal wound, and drained the 
cavity after removing the clots. This procedure I have adopted 
in several instances, always with a favorable result. Twice I 
have broken down all the adhesions of a haematoma of this kind, 
have scooped out the blood through a large opening in the 
abdomen, and closed the wound at once. In one of these cases 
(the one above cited) the patient died of peritonitis. There was, 
in addition to the haematoma, a free escape of fluid into the 
abdominal cavity. In another case, though the amount of blood 
removed was excessive, the patient made an interrupted recovery 
after tight closing of the wound. 

The arguments in favor of removing an haematoma by 
scooping out its contents and by closing the abdomen at once 
are, first, the thoroughness of the operation ; second, the removal 
of the foetal sac (if the cause is a pregnancy), and, third, the 
immediate closure of the wound. The chief advantage of drain¬ 
ing the haematocele without opening the general cavity of the 
abdomen lies in the fact that the dangers of a peritonitis are les¬ 
sened. The disadvantages of this method consist in the possibility 
of local infection and long-continued suppuration, and in the fact 
that we do not remove the sac and foetus thoroughly. That this 
method destroys the life of the ovum cannot be denied. In all 
cases of this kind coming under my observation recovery has 
followed, though convalescence has been protracted. The selec- 
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tion of methods, it seems to me, should depend somewhat upon 
whether the general peritoneal cavity contains free blood or not. 
If the sac has been ruptured, and if there is an extensive haemor¬ 
rhage into the abdominal cavity, this blood should be entirely 
removed by free abdominal section, and the sac with its contents 
should be taken out as thoroughly as possible. If there is any 
doubt as to the thoroughness of this procedure, or if there is 
any haemorrhage going on after the operation, then the pelvis 
should be packed with gauze for a short time. Perhaps an im¬ 
provement on this method would be to pack with gauze for a 
few days and then to close. Unless we can feel very sure that 
there has been no infection during our manipulations, care must 
be taken to provide for draining away the toxic products of germ- 
infection. 

Thirdly, we have for consideration those forms of hzemato- 
cele which present themselves only in the posterior cul-de-sac. 
While it is true that the treatment of these cases by abdominal 
section has afforded very brilliant results, yet there are instances 
in which, it seems to me, there is less danger to the patient by 
adopting vaginal drainage. In my own experience I have 
employed this method twice only. In these cases there was a 
well-marked haematocele presenting in the pouch of Douglas. 
A free incision gave evacuation to a large amount of coagulated 
blood. There was no infection of the wound, and the patient 
made a prompt recovery. 

Finally, in the treatment of these cases each one must be 
considered from its own merits. In my opinion there is no gen¬ 
eral rule to be applied to every special case. In some, the well- 
known disadvantages of an abdominal section may be avoided by 
vaginal drainage. In others, the safety of the patient lies not 
only in the most thorough eradication of the disease itself, but 
also in the removal of the extravasated blood. 

In all cases in which it is possible to do a leisurely and 
thorough operation, the prognosis, both as to the immediate and 
the remote effects, is good. In those cases, however, in which, 
from the bad condition of the patient, it is impossible either to 
prepare her properly or to do a careful and leisurely operation, 
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that procedure should be selected which takes the least time and 
by which the abdominal cavity is exposed as little as possible to 
contamination. 

In cases of doubtful infection after the removal, or the 
attempted removal, of the haematocele by laparotomy, provision 
should be made for temporary drainage by means of gauze. In 
those cases in which the blood has been well removed, in which 
the sac has been tied, and all possibility of hemorrhage has been 
checked, the abdomen may be closed at once. 

The wisdom of opening the abdomen in doubtful cases of 
haemorrhage may be questioned. It must be admitted that early 
and invariable resort to the knife under conditions of doubt 
detracts in time from that careful attention to detail which is 
essential to differential diagnosis ; and that there is soon devel¬ 
oped a tendency to loose methods in both subjective and objec¬ 
tive examination. Such results of indiscriminate surgical inter¬ 
ference are deplorable, not only on account of their demoralizing 
tendency, but because of the direct harm that may be done, first^ 
to the patient, and, secondly, to the art of medicine and surgery. 
Not that explorations should be deemed unjustifiable under cer¬ 
tain conditions ; on the contrary, they are demanded in doubtful 
cases of ectopic gestation. They certainly should not be per¬ 
formed until every reasonable means of differential diagnosis has 
been exhausted, and even then only in case there is a chance that 
good can be done. 

When there is good reason to suspect a faulty pregnancy 
in its early development I believe in immediate exploration, for 
the sole reason that a few minutes or a few hours may place the 
patient beyond the reach of aid,—an accident that can by no 
means be predicted, and one which is even more formidable than 
a perforation of the appendix vermiformis. The operation of 
urgency, moreover, must be attended by a vastly greater risk, 
because of unfavorable surroundings, incomplete preparation, 
collapsed patient, and possibly an incompetent or inexperienced 
operator. 

The mortality in deliberate operations upon well-prepared 
patients in good condition, at the hands of an experienced oper- 
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ator, is very small indeed; that of operations of urgency, con¬ 
siderable. Practically, all cases must be operated upon at one 
time or another. Hence it is obvious that early operation is 
always desirable in doubtful as well as in certain cases. 

(i) The first case reported illustrates extra-uterine preg¬ 
nancy at about full term. 

Case I.—Mrs. B., aged twenty-six, first seen by me May 19, 1888, 
in consultation with Dr. Graves, of Woburn. She had been married 
nine years, but never pregnant. The menstruation had been regular and 
natural up to the previous September, when the flow, beginning as usual, 
soon seemed abnormal, and finally became continuous, was increased 
by exertion, and occasionally profuse. . Soon the ordinary signs of 
pregnancy manifested themselves. She went on without mishap 
until, about two months after she first felt motion, she became sud¬ 
denly collapsed after intense pain in the bowels and over the left hip. 
She recovered from this attack to have similar ones March xx and 
April 2. With each much blood in clots was passed from the uterus. 
During the attack of April 2 there were regular pains, but nothing 
came. At the time of the expected confinement nothing suggesting 
decidua was passed. Up to this time there had been no question that 
the case was one of uncomplicated pregnancy. 

The abdomen was found to contain a large, fluctuating, and 
symmetrical tumor, in which no mass could be felt. The abdomen 
was tympanitic in the flanks and epigastrium. The uterus was not 
enlarged, nor did it move with the tumor. In spite of the history of 
the case, pointing almost unmistakably towards pregnancy, I was of 
the opinion that it was a case of simple unilocular cyst of the ovary, 
with unusual history and complications. 

The patient was admitted to the Massachusetts General Hospital, 
and on June 22, 1888, an incision three inches in length was made in 
the linea alba, between the umbilicus and the pubes, through which I 
came down upon a vascular tumor with apparently a distinct muscular 
wall seemingly everywhere adherent, the whole very much like a 
malignant growth of the ovary. So little did the appearance suggest 
anything that could be removed that I was almost persuaded to 
abandon the operation. By Dr. John Homans’s advice, however, I 
carried the incision down through the mass until I came upon a cyst ; 
filled with chocolate-colored fluid, in which I could feel unmistakably 
the parts of a large fcetus. 
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The soft and friable placenta was everywhere adherent, with its 
centre opposite the bifurcation of the abdominal aorta. Most of it 
was detached without haemorrhage, especially that portion situated in 
the true pelvis. 

Drainage was provided for by placing a large tube through the 
posterior cul-de-sac into the vagina. The other end of the tube was 
left in the lower angle of the abdominal wound. 

The patient made a good recovery, and was sent home in August, 
with a small sinus still discharging from the abdominal wound. A 
month later she reported at the hospital for examination, very much 
improved in general health and appearance, and with the abdominal 
wound practically well. 

The most important point in this case was the treatment of 
the placenta. Death has usually been due to haemorrhage from 
efforts at detachment, or from septicaemia from long-continued 
absorption. I believe that moderate efforts should be made in 
these cases to remove the placenta, and that failing that a drain¬ 
age-tube should be passed through from above out the vagina, 
through the pouch of Douglas. 

Case II. Tubal Pregnancy; Rupture During the Third Week 
and Hcemorrhage into the Abdominal Cavity; Laparotomy; Recovery. 
—Mrs. J. E. P., aged thirty-seven ; married seventeen years ; had a 
miscarriage at six months, a year after marriage. Since then has 
never been pregnant. The catamenia have been regular of late. The 
last flow was three weeks before entrance. On Sunday morning, July 
1, having felt in usual health during the night, she was suddenly 
seized with very severe pain, sharp and darting in character, in lower 
abdomen. After lasting three or four hours the pain disappeared. 
She was able to do her usual work the next day. Tuesday morning, 
July 3, the pain again returned, and has continued ever since. Pa¬ 
tient has felt faint and sick, with nausea and vomiting. Bowels 
moved three days ago ; since then constipated. 

Dr. F. B. Harrington saw this case in consultation with Dr. 
Schofield early in the morning of the 4th, and advised her to be 
taken at once to the hospital, her condition being such as to make an 
exploration probably necessary in a few hours. 

On entrance she was pale and anxious. The temperature was 

46 
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97 0 F. ; the pulse 80, weak ; the respiration 30. The abdomen was 
not distended. There was some dulness on percussion in right iliac 
region, but no resistance or tumor could be felt. On vaginal exami¬ 
nation an indistinct, tender tumor was found close to the uterus. 

The patient vomited repeatedly during the morning of the 4th. 
The pulse grew weaker in spite of stimulants, and she was rapidly 
becoming collapsed. 

A consultation was held at noon, at which the prevailing opinion 
was in favor of immediate exploration. The diagnosis was very 
doubtful, but no suggestion of pregnancy was made. The history 
was absolutely negative, and the only probable condition that sug¬ 
gested itself was haemorrhage from some unknown cause. 

Inasmuch as there was some evidence from physical examination 
pointing to the right ovarian region, the incision was in the right 
linea semilunaris. On opening the peritoneal cavity there was a 
spurt of bright blood so profuse and so alarming that it seemed for a 
moment that an abdominal aneurism had been opened. In a few 
seconds, however, clots of blood began to escape, and it was seen at 
once that the haemorrhage had been going on for some time, and that 
this sudden outpouring of blood was simply the emptying of the 
distended abdominal cavity. 

O11 enlarging the opening to about five inches, beginning two 
inches above Poupart’s ligament, the right Fallopian tube was found 
distended to about the size of a large olive, in which, near the ova¬ 
rian extremity, there was a rent admitting the finger-tip, from which 
blood was rapidly oozing. The bleeding tumor was easily isolated, 
secured, and removed. 

The patient made a rapid and uneventful recovery, and was dis¬ 
charged well, August 8, 1888. 

Dr. R. H. Fitz examined the specimen and reported that it was 
a case of ruptured tubal pregnancy. 

It is quite justifiable to say that this woman would have 
died of haemorrhage in a short time if nothing had been done. 
The diagnosis was involved in obscurity, no one present having 
even mentioned the real cause of the symptoms. Prompt inter¬ 
ference in this case saved a life which would have been lost inev¬ 
itably by a few hours’ delay. It is interesting to observe that 
the symptoms in this case appeared before the time for another 
menstrual period. 
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(2) In the following three cases the condition of the pa¬ 
tients was so low as to render the advisability of operation 
extremely doubtful. 

Case III. Faintness and Pain in Abdomen of Sudden Onset; 
Rapid Collapse ; Death without Operation ; Probable Extra - Uterine 
Pregnancy with Rupture and PLcemorrhage into Abdominal Cavity .— 

Mrs. -, aged thirty-one; multipara. Last menstruation in April; 

in May there was some peculiar interference with the period. Shreds 
were passed from the uterus. It was not known exactly what had 
happened, but there was something peculiar about it. The breasts 
were somewhat tender and swollen. The question of pregnancy was 
in mind. The night before my visit, at eleven o’clock, she was taken 
with faintness and pain in the abdomen, which soon subsided. An 
hour later she had a similar attack, and fainted. At three o’clock a 
physician was summoned, who found the patient collapsed. A surgeon 
was called in consultation ; a diagnosis of ruptured extra-uterine 
pregnancy with htemorrhage into the abdominal cavity was made, and 
preparations for immediate laparotomy were begun, but the pulse was 
imperceptible, and interference was deemed hopeless. Every effort 
was made to strengthen the pulse. I saw the patient at ten o’clock. 
She was then pulseless, the respirations were shallow and rapid, and 
there was great restlessness. Death took place while we were pre¬ 
paring for transfusion. 

Case IV. Severe Attacks of Sudden Pain in Left Ovarian Re¬ 
gion followed by Flowing; One Month after Onset of this Symptom 
Sudden Collapse and Death, while Patient was apparently in Good 
Condition. —Mrs. H. M. N., aged thirty-seven ; married five years; no 
children. (This history was obtained from her husband after her, 
death.) Miscarriage at six months four years ago. About a month 
before entrance she was seized with sudden pain in the left ovarian 
region so severe that she had to go to bed. Three days later flowing 
began, which lasted until a few days before death. During July there 
were two other attacks of pain, each of which was followed by col¬ 
lapse. On entrance to the hospital she seemed to be in good condi¬ 
tion, and said that she had been sent in for uterine trouble. About 
an hour after admission I saw her, and gave directions for examina¬ 
tion the following morning. There was nothing unusual in her ap¬ 
pearance ; nor was she suffering from pain. An hour later my assist¬ 
ants were summoned in great haste to find her pulseless and collapsed. 
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An hour later I found her condition so extreme that no operation 
could be thought of. She was seen in consultation by Drs. Cabot 
and Warren, who confirmed this opinion. Her only hope was in 
rallying enough to permit a rapid laparotomy. She did not improve, 
however, but rapidly failed, and died forty-eight hours after the onset 
of her symptoms. 

* 

In these two cases the practical question arose whether to 
operate in the face of impending death or to wait until the patient 
should revive enough to justify a rapid laparotomy. It seemed 
to me clear in both cases that the slightest additional shock would 
prove fatal; that etherization of only a few minutes could not be 
borne; that the patient was moribund; that the only possible 
chance of recovery lay in stimulating the flagging pulse. Both 
patients died. Laparotomy could have brought about no worse 
result; and it has always been a question whether it would not have 
been better to interfere, in spite of the pulseless condition of the 
patient. That patients do rally from an apparently lifeless state I 
have at times observed, though I do not recall an instance in which 
an operation undertaken upon a patient apparently moribund had 
not been followed by death. Nevertheless, after the experience 
of these two cases, it seemed desirable, should a similar case occur, 
to try the effect of interference. When, therefore, on January 
23, 1894, I was called to see Mrs. E. M. T., with a history of 
ruptured extra-uterine pregnancy, I felt prepared to give her the 
benefit of an exploration. 

Case V. Pains in Abdomen During Two Weeks, Suggesting those 
of Labor ; Distention and Tenderness of Abdojnen ; Profound Shock ; 
Operation ; Removal of Foetus and Large Blood. Clot; Death from 
General Peritonitis. —Mrs. E. M. T., of Wakefield, aged thirty-three, 
had been married ten years, but never had been pregnant. Two 
weeks before I saw her in consultation with Dr. Dutton she had been 
seized with severe pain in the bowels. She had passed one period and 
had reached another, when she was seized with what seemed to be 
severe labor-pains, though there had been no suspicion of pregnancy. 
During the preceding two weeks she had complained at times of pains 
in the abdomen, bbt thought nothing of them. On the day of my 
visit the pain had come on about noon ; at four o’clock I found her 
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pale, restless, and groaning. The abdomen was distended and tender, 
and in the lower part there was a mass which seemed to fill the pelvis. 
There was a bulging in the posterior cul-de-sac ; the flanks were dull. 
The history of menstrual suppression, with the physical signs, made 
the diagnosis of ruptured extra-uterine pregnancy very positive. The 
patient’s general condition was bad. Her pulse was 140, and very 
feeble ; the respirations were rapid and shallow. She was not, how¬ 
ever, in the evidently dying condition of the two preceding cases. 
The preparations for opening the abdomen were necessarily hasty. 
The skin was shaved, scrubbed, and treated with the usual solutions. 
On cutting through the peritoneum free blood was found throughout 
the abdominal cavity. Under ether the pulse improved somewhat. 
The pelvis was filled by a mass recently ruptured, evidently an 
hematocele, which reached nearly half-way to the umbilicus. The 
adhesions which enclosed this mass were separated, and about a quart 
of dark clotted blood was removed. There was a small tumor near 
the left ovary, about which all the parts were darkly infiltrated. The 
sigmoid flexure was thickened and haemorrhagic. At one time this 
seemed to me to be the tumor, the discolored mass resembling very 
much an infiltrated broad ligament. The ovary and foetal sac were 
with difficulty separated and removed, the pedicle being tied with 
silk. The abdominal cavity was cleansed with'dry gauze. No irri¬ 
gation was used. The abdominal wound was closed without drainage. 
A small foetus was found in the mass removed from the pelvis. On 
the following day the patient’s pulse was 120, respiration 27, and 
temperature 99.5 0 . There was no vomiting, and no distention. Two 
days later there was a well-developed general peritonitis, causing 
death five days after the operation. 

This case resembles the two preceding cases in the severity 
of the symptoms and in the rapidity of their onset. Unlike those 
cases, however, there seemed to be slight hope from interference. 
Had the operation been aseptic in its details, the patient would 
probably have recovered. On this ground the experience is 
encouraging. The error in the technique was in the necessarily 
rapid and imperfect preparation of the skin. The presence of 
abundant material for germ-growth, in the form of blood-serum, 
probably permitted micro-organisms to multiply too rapidly for 
the enfeebled peritoneal circulation to remove their products. 
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The type represented by the last three cases brings up ques¬ 
tions very different from those to be considered in connection with 
a deliberately made diagnosis of unruptured sac. In the latter 
case we can come to our conclusion after a careful study, and we 
can apply the remedy when the patient is in good condition and 
when all the details of our preparation are perfected. In con¬ 
sidering the wisdom of surgical interference, therefore, the high 
mortality necessarily attending cases of great urgency should not 
deter us from operating under those favoring conditions in which 
the prognosis is extremely good. Moreover, operations in even 
the gravest cases are successful often enough to justify interfer¬ 
ence unless the patient is actually moribund. 

Case VI. Extra-Uterine Pregnancy with Rupture Occurring in 
Patient from whom Gall-Stones had been Recently Removed , the Symp¬ 
toms at first Suggesting further Hepatic Trouble; Tumor finally 
Presenting in Pouch of Douglas; Operation declined; Sudden Col¬ 
lapse and Death. —Mrs. A. E. F., Lexington, December 13, 1892. 
This patient had been successfully operated upon by me for gall-stones 
the previous summer. Some eighty or more stones had been removed. 
She returned home to her work about August 31. On September 6 
she was taken with pain across the abdomen, quite unlike the pain 
she had had when suffering from gall-stones. She recovered from this 
attack under the treatment of Dr. Tilton. During the latter part 
of November she had four similar attacks. With each the abdomen 
was much distended, and there seemed to be some evidence of peri¬ 
tonitis. In the last attack before my visit, she was in a state of col¬ 
lapse. The abdomen was distended and tympanitic. The diagnosis, 
in view of the previous history of gall-stones, seemed to be that 
another stone had become impacted somewhere in the biliary pas¬ 
sages, but there was no jaundice. Vaginal examination at that 
time showed a thickening in the posterior cul-de-sac. The tem¬ 
perature was 103° F., and the pulse was about 100. There was very 
severe vomiting. There was still some tenderness in the posterior 
cul-de-sac. On examination I found a normal pulse and a normal 
temperature. The abdomen was somewhat distended. Coils of 
intestine could be seen through the thin abdominal walls. There was 
dulness in the flank. A tender mass could be felt in the rectum, 
pressing down from the posterior cul-de-sac against the sacrum. By 
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vagina the tumor could be detected in the pouch of Douglas, in 
the centre of which was a soft spot, suggesting fluid. The uterus was 
slightly enlarged, and the fundus could be felt directly above the 
pubes. It seemed to me that the mass in the pelvis was large enough 
to cause some mechanical obstruction. There was no suggestion of 
an extra-uterine pregnancy. An operation was advised, but she said 
that she would rather die than have anything done. 

On the following day at one o’clock she was seized again with 
pain, became collapsed, and died at five. At the autopsy a ruptured 
extra-uterine foetal sac was found. 

In this case it was clear that the mass in the pelvis demanded 
immediate interference. Had this been permitted, the patient 
would undoubtedly have recovered. I should have explored 
through the pouch of Douglas, and the relief to the pressure 
would thereby have prevented the fatal rupture. This case is one 
of extreme interest, showing as it does the possible existence of 
an .extra-uterine pregnancy in a case in which such a state of 
things is not even suspected. 

(3) The following cases illustrate extra-uterine pregnancy 
witb patient in good condition. 

Case VII. Sudden Pain in Hypogastritim ; Mass felt in Right 
Pelvis; Operation; Large Clots removed; Recovery. —Mrs. A. K., 
aged thirty-eight. Seen at Massachusetts General Hospital in July, 
1892. The patient was seized with sudden pain in the hypogastrium. 
There were no constitutional symptoms. There was dulness in the 
flanks, and a mass could be felt to the right of the uterus. The diag¬ 
nosis of extra-uterine pregnancy was made. The abdomen was 
opened. A large amount of free blood was found in the abdominal 
cavity. Clots were removed from the pelvis, which was packed with 
gauze for a short time. Patient made an uneventful recovery. 

Case VIII. Extra-Uterine Pregnancy with Urgent Symptoms; 
Patient's General Condition Good. —-Mrs. M. B. M., aged thirty; 
seen with Dr. O’Shea, in East Boston, on November 17, 1893. 
Six weeks before, in church, she felt faint and looked pale. She 
was able to walk home. Two or three days later had violent pain, 
with difficult micturition. Pregnant twice before. During the second 
pregnancy had catamenia as usual. Three days after this fainting 
attack she began to flow. She thought she was pregnant. The flowing 
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was so excessive that the attending physician curetted the uterus, 
thinking that there was a miscarriage. There was no fever. 

On examination I found the pulse too and the temperature 99 0 
F. There was a symmetrical tumor of the abdomen just above the 
pubes, filled with fluid. By vagina a small mass could be felt in the 
posterior cul-de-sac. The diagnosis of extra-uterine pregnancy was 
made, and she was sent to the Massachusetts General Hospital, where 
she was admitted to the service of Dr. Warren, on November 22, 1893. 
She was kept under observation until the 25th, when she was seized 
with renewed pain in the abdomen, with faintness and collapse. 
Dr. J. W. Elliot opened the abdomen and found the right tube 
enlarged, the fimbriated extremity being the size of a lemon. The 
tube and ovary on that side were removed. She was discharged well 
on December 2. The mass removed proved to be a fcetal sac. 

This patient was one of twelve successsful cases at the Mas¬ 
sachusetts General Hospital in the year 1893. It should be 
remembered, however, that they do not belong to the class of 
fulminating and rapidly fatal cases like Cases III, IV, V, and VI. 
In this case the patient’s condition, though critical, permitted 
careful preparation and deliberate operation. I have no doubt 
that operations for extra-uterine pregnancies, or for other hsernor- 
rhages, will be followed by just as satisfactory results under 
such favorable conditions. 

Case IX. Extra- Uterine Pregnancy; Operation; Recovery.— 
Mrs. X., aged thirty-five. Seen in Cambridge with Dr. Fanny 
Berlin. This patient presented the usual symptoms of pregnancy, 
except that there was some irregularity in the menstrual function. A 
tumor about the size of an orange could be felt in the pelvis. There 
was clear evidence of extravasated blood. Operation was advised. 
Dr. Berlin opened the abdomen and removed a fcetal sac. This 
operation was followed by rapid and permanent recovery. 

Case X. Pain in the Abdomen of Five Weeks' Duration; 
Slight Fever; Tumor in Abdomen; Operation; Removal of Foetal 
Sac and of Extravasatcd Blood from Broad Ligament; Recovery .— 
Mrs. F. W. C., aged thirty-seven. Seen in Bradford, November 5, 
1893, with Drs. Atwood, Clement, and Anthony. Five weeks before 
my visit patient was taken with very severe pain in the abdomen, 
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after having passed one menstrual period. She had been complaining 
of tenderness in the breasts, with nausea. For the past two weeks 
there had been a slight elevation of temperature at night,—about ioo° 
F. During the five weeks preceding my visit there had been several 
attacks of renewed pain requiring opium. The pulse was at one 
time 155; the temperature ioi.5°F. The abdomen was somewhat 
distended. In the pelvis there was a tumor about the size of a 
child’s head, connected with the left side of the uterus. This ex¬ 
tended into the pelvis and could be felt in the posterior cul-de-sac. 
Immediate operation was advised. The abdominal cavity contained 
free blood. The tumor consisted of extravasated and clotted blood 
in the layers of the left broad ligament, entangling the remains of 
a small foetus. The blood was removed as thoroughly as possible 
and the foetal sac tied. The abdominal wound was closed without 
drainage. This patient’s temperature and pulse rapidly fell, and she 
made a most gratifying recovery. 

(4) The following are cases of haematoma of doubtful 
origin. 

Case XI. Extra-Uterine Hcemorrhage; Suprapubic Drainage. 
—Mrs. J. F. C., aged thirty-four; referred to me by Dr. Boutwell, 
of Manchester, N. H., February, 1892; married nine years; no 
children ; may have been pregnant once. About two months ago 
she was taken with severe pain in the bowels. She had gone a month 
over the menstrual period. There was nausea. The pain in the 
abdomen came on suddenly and was accompanied by vomiting. 
During the last two months there have been frequent attacks of pain 
like the first. Examination showed a tumor the size of a child’s 
head extending from the pubes half-way to the umbilicus. This was 
found to be a thick-walled sac containing clotted blood. The walls 
of the sac were stitched to the wound and the blood was removed by 
irrigation. No evidence of foetal structure could be found. Con¬ 
valescence from this operation was rapid, but a sinus remained for 
some time. About four weeks after this operation she was seized 
again with pain, the attack being very similar tQ, th e first. A tumor 
rapidly formed to the left of the uterus, as iJ^Hkfirst attack. No 
interference was attempted. The swelling su$ 3 ^pto*gradually, to ap¬ 
pear on the right side some weeks later. The ajlifjearance of the last 
tumor was sudden, and was accompanied by lift 'same symptoms as 
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the first. The patient was kept quiet in bed for some weeks, and was 
discharged June 11, 1892. Ultimate recovery was perfect, and the 
patient has been in good health ever since. 

The diagnosis in this case is, unfortunately, obscure. The 
history pointed to a faulty pregnancy, and I fully expected to 
find some evidence of foetal structure. The recurrence of haemor¬ 
rhage to the right and to the left of the uterus is to me inexplic¬ 
able, unless it was due to renewed extravasations from a common 
source. In the latter event it would seem that the haemorrhage 
would reappear at the still open wound. , The practical question 
arising in this case was that of renewed interference. The symp¬ 
toms were at no time urgent, and careful watching showed, from 
day to day, rapid subsidence of the tumor. That there were 
recurring haemorrhages there can scarcely be a doubt; the rapid 
appearance and gradual subsidence of the tumors can be accounted 
for on no other supposition. 

Case XII. Extra-Uterine Hcemorrhage ; Vaginal Drainage .— 
Mrs. A. M., aged thirty-six; Malden, July 18, 1892. One child, 
eight years old. Two years ago, twins ; three miscarriages. Previous 
to entering the hospital the May period was missed. Menstruation 
appeared in June. Four weeks before entrance was seized by very 
severe pain in the abdomen. A tumor presenting through the pos¬ 
terior cul-de-sac was tapped, and a large amount of blood withdrawn. 
Great relief followed this treatment, and she was. discharged well on 
August 9. 

Case XIII. Extra-Uterine Hcemorrhage without Urgent Symp¬ 
toms; Sudden Pain in the Abdomen; Pelvic Tunior connected with 
the Uterus supposed to be a?i Extra-Uterine Pregnancy; Laparotomy 
and Removal of Tumor; Heematosalpinx without Evidence of Preg¬ 
nancy; Recovery. —Mrs. W. H. B., aged thirty-seven. Seen in 
Manchester, N. H., with Dr. H. W. Boutwell, on January 8, 1893. 
Three confinements before this. Four weeks before, while in usual 
health, she had an attack of pain and soreness low down in the left 
side of the abdMBa. This required morphia. The temperature 
was 103° F., anjjJrW^bulse 120. The abdomen was distended and 
everywhere tender. . The patient had not suspected pregnancy, though 
she had gone four dr'five days over the time for her menstrual period, 
when the pain began. She then began to flow, and has flowed ever 
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since. A mass was found in tKe posterior cul-de-sac similar to that in 
Case VI. The patient was taken to a private hospital, and the 
abdomen was opened. On the left a tumor was found about the size 
of a lemon, containing blood and what seemed to be a small foetus. 
The mass was removed and the abdomen closed without drainage. 
Examination of the tumor by the pathologist failed to show any evi¬ 
dence of pregnancy. 

The gross appearances in this case were clearly indicative of 
a pregnancy, and much surprise was expressed at the pathologist’s 
report. The symptoms, with the condition found at the time of 
my first examination, clearly justified the diagnosis of an extra- 
uterine pregnancy with rupture. Whatever may have been the 
cause, the indications were clear, and, in my judgment, should be 
followed whenever that combination >f symptoms exists. 

Case XIV. Sudden Pain, Raininess, and Vomiting; Tumor in 
Posterior Cul-de-sac; Incision of Cul-dc-sac; Evacuatmi of Liquid 
Blood. —Miss X., unmarried; servant; patient of Dr. Bell, of Somer¬ 
ville, entered the Massachusetts General Hospital in October, 1893, 
with history of sudden pain in the abdomen, faintness, and vomiting. 
She was under observation for some days. A mass was found in the 
pelvis, presenting in the posterior cul-de-sac. The question of preg¬ 
nancy was considered in this case, but the patient being unmarried, 
and all positive signs of pregnancy being absent, the diagnosis of 
simple haematocele was made. Free incision was made into the 
posterior cul-de-sac, through which a large quantity of liquid blood 
was evacuated. The patient made a rapid and uneventful recovery. 

Case XV. Three Years ago Sudden, Sharp Pain in Abdomen ; 
No Constitutional Symptoms; Mass to Right of Uterus; Clotted Blood 
removed by Vagina; Recovery. —Miss G. W., aged twenty-four. 
Seen June 4, 1894. Four years ago had the grippe. After that she had 
a discharge of pus from the vagina, about a pint. Last Christmas 
she had another evacuation of pus from the vagina. Three years ago 
she had sudden sharp pain in the abdomen. No constitutional symp¬ 
toms. On examination a mass was found on the right side of the 
uterus, bulging into the vagina. This was freely opened, and a 
hsematocele was found, from which about half a pint of clotted blood 
was removed. After this the patient did well. 

Case XVI. Extensive Hcemorrhage into the Pelvis; Large 
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Abdominal Tumor; Operation advised but delayed; Spontaneous 
Subsidence and Disappearance of Tumor; Recovery. —Mrs. C. S. U., 
aged twenty-seven. Seen on February 14, 1894. The attending 
physician informed me that this patient had been troubled for two 
years with a retroverted uterus, which had received appropriate treat¬ 
ment. She was subject to colicky pains during menstruation. On 
January 7 she had an attack of severe pain in the abdomen. She 
had just got over her menstrual period. A tumor was found at the 
right horn of the uterus. This mass grew rapidly larger, and at 
about the tenth day fluctuation could be detected by bimanual palpa¬ 
tion. On the twelfth day the tumor was aspirated, and about a pint 
and a half of blood withdrawn. The temperature, which had been 
somewhat elevated, became normal, and the tumor disappeared. 
There next appeared a mass on the left side, which was aspirated in 
about fourteen days, and half a pint of blood withdrawn. The 
tumor on this side rapidly disappeared. Soon after the disappearance 
of the second tumor the patient began to vomit. This symptom was 
very obstinate, and was accompanied later by the reappearance of the 
mass in the pelvis in the median line. 

The temperature had averaged tor 0 F. at night. The pulse was 
120. On examination I found the whole lower abdomen dull as far 
as the umbilicus. The general appearance was not good. The face 
was pale and pasty, though this was said to be her usual appearance. 
In the posterior cul-de-sac there was a hard mass, somewhat irregular 
in outline. The diagnosis of extensive haematoma of possible extra- 
uterine origin was made, and operation was advised. On my arrival 
two days later prepared to operate, I found the general condition 
much improved and a marked diminution in the size of the mass. 
Delay was therefore advised. A slow convalescence followed, the 
tumor entirely disappearing. 

(5) Two cases of abdominal haemorrhage from diseased 
ovaries and tubes in which no positive evidence of pregnancy 
cotdd be found. 

Case XVII. Sudden , Sharp Pain in Epigastrium ; Tenderness in 
Right Iliac Region; Mass Behind Uterus; Operation; Free Blood 
and Clots removed; Right Tube ( swollen ) removed; Recovery Slow, 
complicated with Fcecal Fistula. —Mrs. K. C., aged twenty-six; seen 
in July, 1892 ; one child, nine years old ; previous history of salpin- 
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gitis. Had been suffering from nausea, general malaise, and colicky 
pains-. Taken shortly before entrance with sudden sharp pain in the 
epigastrium, accompanied by blanching. The flanks were dull, and 
there was tenderness in the right lower quadrant. A mass could be 
felt behind the uterus. The abdomen was found filled with free 
blood and clots. There was a mass to the left of and behind the 
uterus. The right tube was swollen. The blood was removed as 
thoroughly as possible, and the right tube was tied and removed. 
After cleansing the pelvic cavity, a glass drainage-tube was inserted 
and packed about with iodoform gauze. This patient was discharged 
on October 17, after a tedious convalescence, during which there was 
a faecal fistula. She finally made a good recovery. The diagnosis 
of extra-uterine pregnancy was never positively confirmed. 

Case XVIII. Sharp Pain in Hypogastrium; Vaginal Flow; 
Tumor in Right Inguinal Region ; Operation ; Re?noval of Ruptured 
Right Tube with Clot: Extensive Adhesions; Recovery. —Mrs. A. C. 
W., aged thirty-eight; seen on July 10, 1892 ; one child, nine years 
old; no miscarriages. Four weeks before entering the hospital she 
was seized with sharp pain in the hypogastrium, followed by bright 
blood in the vagina. Three days later she had a similar attack. On 
examination a slight resistance was found in the right inguinal region. 
This mass extended to the right horn of the uterus. The right tube 
was found to be ruptured and surrounded by dark clot. The uterus 
was displaced by a mass which filled the right half of the pelvis, low 
down. It was adherent to the intestines and to the rectum. The 
adhesions were separated, and the mass was delivered and its pedicle 
tied with silk. Glass drainage-tube and iodoform gauze were used. 
She was discharged well on September 20. 

In this, as in the preceding case, the diagnosis of chronic 
perisalpingitis and periovaritis was made. 

Although no evidence of pregnancy could be found in these 
cases, yet the same questions present themselves to the surgeon 
as in cases of actual pregnancy. Indeed, there is an additional 
reason for interference in the latter cases, in that there is usually 
a septic element in the contents of the inflamed tube. In the 
rupture of a foetal sac there is presumably no septic element 
present; hence, in such cases, the danger is limited to haemor¬ 
rhage. The signs by which we can differentiate a haemato- 
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salpinx from an ectopic gestation are not clear enough for a posi¬ 
tive opinion. In the last two cases the history and the physical 
signs were by no means inconsistent with ectopic gestation with 
rupture. If the condition at the time of the operation points to 
an inflamed tube, then the question of drainage comes into 
prominence, for- it is, in my opinion, never safe to close the 
abdominal cavity, in cases presumably septic, without a few 
hours’ drainage. In clean cases, on the other hand, like ruptured 
pregnancies, once having controlled the haemorrhage, the abdomen 
may be sealed immediately. Not to enumerate too many disad¬ 
vantages of drainage, it is enough to say that in my experience 
and belief all forms of drainage should be dispensed with if it is 
reasonably safe to do so. The persistence of a sinus and the 
occasional formation of a fecal fistula alone are reasons sufficient 
to justify our doing away with drainage whenever we are positive 
that the septic element is not present. If any rule is to be laid 
down in connection with the question of immediate closure, it is 
that in all doubtful cases provision shall be made for drainage. 
The shorter the time that a tube or gauze is left in the better. 

The practical consideration in cases of pelvic haemorrhage 
lies not so much in the etiology as in the proper line of treatment. 
In all save one of the cases in which operation was performed 
recovery took place. In this instance operation was undertaken 
as a forlorn hope—the patient being in a state of collapse—after 
two deaths under similar circumstances without operation. All 
the other cases recovered. 

The prognosis, therefore, of operation upon pelvic haemor¬ 
rhage, whether resulting from extra-uterine pregnancy or other 
cause, is good. On the other hand, the danger from sudden 
rupture is extreme; an hour is enough to place the patient 
beyond the possibility of surgical relief. It seems to me clear, 
therefore, that surgical interference should be practised in all 
cases of pelvic tumor in which haemorrhage is suspected, espe¬ 
cially if there is ground for believing that the origin is an ectopic 
gestation. 



